UNIVERSITY HOSPITALS OF LEICESTER: GP DIRECT ACCESS IN ORTHOTICS
Big Picture Success Story
· Achievement of the primary goal to reduce waiting times to access the service – the number of patients waiting more than 8 weeks for treatment has reduced from 34% to 20%.
· Reduction in the number of inappropriate referrals – the number of referrals has fallen by approximately 10% during our pilot period.
· Patient referrals through GP direct access now accepted for 7 specific conditions .

· All referrers now follow clear and easy to understand referral pathways and refer using standardised and agreed paper work.
· Introduction of Choose & Book as an option for referrals by GP’s into the Orthotic service
· Increased productivity by trialling a new product range in specialist insoles which remove the requirement for subsequent appointments.
· Working with service users to improve service delivery and helping them understand how our service can help them.
Service Context

The Orthotics service serves a population of more than 973,000 and exists to ensure that high quality, appropriate health services are available for the people of Leicester, Leicestershire and Rutland (LLR) and, by working in partnership with other agencies, aims to improve the health of local people.
The service provides individual assessments for patients referred into the service and when appropriate will provide orthoses which are bodily worn devices.  Orthoses support and protect the body and limbs, or help with motion by assisting, resisting, blocking or unloading weight.  We work in partnership with individuals and with other professionals to reduce the impact of these often isolating difficulties on people’s wellbeing to improve their ability to participate in daily life and to maximise their potential.  Services are provided in 2 University Hospitals and 6 community hospitals across LLR.

As a service we are committed to constantly improving the delivery of services and working with key stakeholders (including commissioners, GPs and MSK consultants) to ensure better patient experience, quality clinical outcomes, operational efficiencies to enable a flexible workforce and a sustainable reduction in waiting times.

Strategic priorities to be addressed by the SIP 

Across LLR our strategic priorities are to: 

· Improve the health and wellbeing of the population 

· Improve the quality of health services 

· Improve resource allocation through transformation 

Through our SIP we hoped to better meet these priorities by addressing the following:

1. Duplication of assessment by MSK consultants and Orthotists.

2. Data collection and the availability of comparable data across LLR. 

3. GPs did not have Choose and Book as a method of referral 

4. Consistency in receiving referrals via the preferred route rather than through MSK consultant 

5. Despite efforts to create a more united and equitable service across the two providers there are still discrepancies with provision

One of the most significant quality issues that the project also had to address were the delays in receipt of referrals caused by inappropriate referrals to MSK consultants.  This in turn lead to a duplication of assessment by MSK consultants and orthotists. 
What we did and what we changed as a result of the SIP 

Implementing the SIP required a great deal of staff involvement.  A small project team was identified to progress each aspect of work required to support the project:

· The Project Manager/Clinical Lead is a Lead orthotist who works across LLR.  The role of the project manager was to define the conditions which were appropriate to be included in the project without being detrimental to patient care.  The project manager  also acted as a link between the acute trust and community hospital services to encourage collaborative and equitable processes. 

· An Administrative Lead was required to input data and act as a conduit to the entire orthotic team.

· An Information Lead was appointed to investigate the data that is collected across LLR then standardise and analyse; to work on stakeholder engagement to ensure sustainability of the project and analyse the referrals in detail. 

The most significant aspect of the wider staff involvement activities we undertook was the work undertaken to develop musculo-skeletal referral guidelines. 
A clear communication plan was established to ensure that GPs, our staff and patients understood the direct access pilot.  The key messages were that GP direct access will provide quicker access for patients, help to achieve the 18 week RTT and improve patient experience

Engagement with patients has been vital to the success of the project.  We undertook a survey of patient and during our analysis of patient questionnaires, for example, we discovered that many patients did not understand why they were being referred to the orthotics service. 
Data collection was at the heart of the SIP, as baseline data was established and questionnaires and monitoring tools developed by the project team to ensure good capture for analysis at baseline and post pilot, with a view to helping evaluate the pilot outputs as well as process.

There were a number of challenges to overcome.  These included:
· Building relationships with our stakeholders and identifying the best ways to communicate with each of our stakeholders.
· Identifying and resolving data issues across UHL and the 6 community hospitals involved in the pilot.  

Demonstration of specific achievements 

In 2010 a new condition specific clinical pathway was developed in partnership with MSK consultants at University Hospitals Leicester to prevent unnecessary hospital appointments which waste both patient and consultant time.  
We were also able to agree 7 specific conditions that could be easily identified and appropriately referred through GP direct access.  The conditions identified are:
· Metatarsalgia, symptomatic flat feet, bunions (not requiring surgery), chronic foot drop, plantar fasciitis, leg length discrepancy and achilles tendonitis.
Patients referred via the GP direct access route have been seen more quickly.  By removing a step in the pathway from GP to consultant, the lengthy pathway has been reduced for patients presenting with specific conditions which has resulted in shorter waiting times from referral to treatment. 
Chart 1 compares referral to treatment waiting times for April to September 2009 with the pilot period, April to September 2010.  The chart indicates that in 2009, 66% of patients waited 8 weeks or less for treatment, with the remaining 34% of patients waiting more than 8 weeks for treatment.  In 2010, following the introduction of GP direct access, 80% of patients had a waiting time of 8 weeks or less and only 20% had to wait longer than 8 weeks for treatment.

Chart 1:  Reduction in the Referral to treatment waiting times
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Chart 2 indicates that referrals into the Orthotics service from MSK have declined following the introduction of GP direct access.  There were 396 new MSK referrals between April and September 2009 compared with 354 referrals from MSK consultants between April to September 2010.  This indicates an approximate 10% reduction in referrals from the consultant in MSK.  It should be noted that not all referrals received from MSK consultants would have been suitable for referral via GP direct access.  19% of new referrals into the Orthotic Service were via the GP direct access route.

Chart 2: MSK Referrals into the orthotics service
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The creation of a clear and easy to understand referral path for those who refer into the service has provided a quality service to our staff and stakeholders and ensured that patients have equitable access to the service and get the treatment they require from the right person at the right time, in the right place.
In conjunction with this we have also increased productivity by trialling a new product range in specialist insoles which remove the requirement for subsequent appointments.  Prior to the SIP patients would return for follow up appointments to receive their specialist insoles.  This product has been trialled on 2 sites over the past 3 months and has saved 24 appointment slots which equates to 3 clinical sessions.

What have been the benefits? 
· Patients: a cohort of patients can now be seen and assessed in the Orthotic service directly without unnecessary attendances in the MSK out-patient clinic. Furthermore, there are shorter waits for access and patients will also be able to access their orthotic equipment much more quickly, many at their first appointment.
· Service: there has been a reduction in the pressure in MSK out-patient clinics caused by Orthotic referrals that did not require a consultation by a member of their team.
· Stakeholders: GP’s now have the facility to refer patients directly into the Orthotic service with the option of using the traditional referral methods or electronically via Choose & Book.
What next? 
· To establish a virtual user group for the Orthotic service in order to gain user opinions and view points.
· Continual monitoring of referral to treatment times and address issues as they arise.
· To consider expanding the list of accepted conditions by working closely with the MSK consultants and GP’s.
· To continue to promote the service to GP’s via mail shots and promotional materials.
· To collect appropriate and comparative data across LLR on a monthly basis.  The data will be reported regularly to the project team and the 18 week executive board.
· To undertake a review of patients choice to ensure that patients referred into the Orthotics service are being seen in the hospital of their choice.
· To undertake a review of patients who DNA and identify ways to improve DNA rates.
Project Outcomes
· Communication and stakeholder engagement was absolutely vital; understanding who our stakeholders were and the most effective way to communicate with them allowed us to establish good working relationships.

· The development of a communications plan allowed us to methodically consider each of our stakeholders and the different methods of communicating with them. 

· Engagement with patients has been vital; during our analysis of patient questionnaires we discovered that many patients did not understand why they were being referred to the Orthotics service.  As a result a virtual user group will be established where we can investigate this further and develop an action plan to improve communication in the future.

· Ensure that all parties involved in the project have the IT software, ability and understanding of data definitions in order to be able to collect comparable data.  

· Before rolling any changes out on a permanent basis, we would recommend undertaking a pilot so that you can assess the impact of the service and the associated costs and sustainability.

· Robust project management and co-ordination is needed. 
· Identifying internal champions with sufficient influence to gain buy-in from partners and groups of staff before embarking on the pilot is also important.  
· Ensuring that an information lead is in place at the start of the project could also ensure that appropriate and comparable data is collected from the start.
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